whole time equivalents), which is 7-3 per million population. A total of 44 Districts serving 8-8 million people have no resident cardiologist. There has been little improvement since the 1991 survey. An additional 34 Districts with populations greater than 250000 have only one cardiologist: we have clear evidence of inadequate provision of care in most of these, a situation that is inevitable within the resources provided. A wider threat to the provision of a satisfactory level of cardiological care throughout the United Kingdom will follow from changes in the organisation of the National Health Service and in the new requirements for training of future cardiologists because these changes will make major new demands on consultant time which cannot be met within existing resources. A crisis will be averted only if a rapid and major expansion of the consultant grade can be achieved.
(Br HeartJ3 1994;71:492-500)
The British Cardiac Society has conducted staffing surveys since 1980. Data were collected biennially until 1990,1-5 they are now collected annually because of the rapid changes occurring within the specialty and within the National Health Service. 6 The 1992 survey, that is the subject of this report was the first to be conducted in association with the Manpower Committee of the Royal College of Physicians of London using census forms for all hospital consultants. Cooperation was arranged to avoid unnecessary duplication of effort and consistency of data. The British Cardiac Society (through the Trafford Centre) was responsible for sending and collecting the forms, which had been designed for use by the Royal College of Physicians. Information needed for our own purposes relating to cardiologists in England and Wales was extracted from the forms before they were sent to the Royal College of Physicians for the analysis that related to all medical specialties. Supplementary forms were designed to provide additional information for the British Cardiac Society and these were sent by the same mailing. Cardiologists in Scotland and Northern Ireland received only a British Cardiac Society questionnaire similar to that used in previous surveys. Most information on senior registrars was obtained by telephone supplemented when necessary by postal enquiries.
The index date for the 1992 survey was 30 September. Previous surveys have had an index date of 31 July. The change was necessary to achieve full compatibility with the requirements of the Royal College of Physicians and comparability with the data collected independently by the Department of Health using the same index date. Differences between the present data and those in the 1991 survey therefore represent changes over an interval of 14 months.
Methodology
Changes in the organisation of the National Health Service have made it necessary to modify our methods of data collection. Previously we relied heavily on nominated contacts within Regions and Districts. This is no longer appropriate, so questionnaires were sent to individual consultants. In some respects this has added to the complexity of the survey, but we believe that the method may enhance accuracy at least in some minor details. We obtained information on new appointees from several independent sources. All discrepancies with previous surveys were resolved by further enquiries.
As usual most forms were returned promptly-approximately 65% within 6 weeks of the first mailing. But An important shift has occurred between the categories "cardiology" (which shows an increase of 42 whole time equivalent posts in a year) and "cardiology/GIM" (which shows a decrease of 22-5). The shift has occurred because of changes in the practice of 25 
The figures include one post vacant on the survey date. Population data is for 1992. Corresponding 1991 data are given in parentheses. Tables 3 and 4 show comparable data for Scotland (one additional individual) and for Northern Ireland (three additional individuals). Table 5 (fig 2) shows the number of retirements expected each year from the survey date (September 1992) to the year 2012. We have long been aware that the projected number of retirements from 1997 onwards has nearly doubled; the recent increase in the number of senior registrars in cardiology was obtained in part because these data were available and had been shown consistently over the last few surveys (our above average expansion was also taken into account No retirements were expected for October to December 1992. notable change since 1990 within the overall total has been a move to greater specialisation (fig 1) : the ratio of cardiologists to physicians with an interest in cardiology has increased particularly from 1991 to 1992, both on account of new appointments and changes in the work pattern of some already in post. This is an inevitable trend with the increasing complexity of modem cardiology and is constrained principally because many hospitals still have too few physicians to provide a full specialist-based service.
DISTRICTS WITHOUT CARDIOLOGISTS
We remain concerned-as Purchasers should be-that many Districts still have no cardiologist (using our relatively loose definition that requires training in the specialty and a commitment to it of at least 40% of professional time). Progress in this area has been slow. serious deficiencies that cannot be met with existing resources. Within the 37 Districts we found a range of difficulty that showed some correlation with size. In 15 districts one consultant was responsible for a population of over 300 000 and in seven of these Districts the standardised mortality ratio was over 100 for both men and women. In order to obtain a measure of the burden of cardiac disease we multiplied the size of each District by the male standardised mortality ratio for coronary deaths. On the basis of this score, we found that eight of the highest ten had waiting times for outpatient appointments of 12 weeks or more, whereas only four of the remaining 26 had waiting times that long ( Almost all the cardiologists who were questioned were deeply concerned about the shortcomings in the service they provide. Without further help they did not feel that improvement was possible. Fourteen of the 37 had no regular help from experienced junior staff, and eight remarked that help was irregular or shared. While many spent time on private practice, 14 of the 37 spent more than 50 hours per week on NHS work, not including on-call commitments, and seven spent more than 60 hours per week. Much of this time had to be devoted to general medicine rather than cardiology, and the mean number of dedicated cardiology sessions was only six. Thus many large Districts with only one cardiologist have no better provision than many Districts with only visiting cardiologists, apart from the (admittedly important) benefit of expertise that is potentially available at all times.
A The British Paediatric Cardiac Association supports the need for a more formal training programme, and believes that given such a programme four years should then be sufficient for higher professional training. There are, however, concerns that setting out on such a programme requires a major decision in career development at a very early stage. Flexibility is mandatory to allow a subsequent change in direction.
A structured training programme will place a huge burden on the small number of paediatric cardiologists currently in post. A major increase in consultant numbers is urgently needed. The figure suggested by the Royal Colleges in response to the Calman report of around 15% over the next three years is appropriate, but it presents an additional problem. We have insufficient training positions to support such an expansion.
An increase in the number of higher professional training posts must therefore accompany the expansion of the consultant grade. The recent insistence of a government minister'0 that all new proposals for staffing or training must be met from within existing budgets is unrealistic. The various proposals and directives that are being received from authorities within the United Kingdom and the European Union make demands that are mutually incompatible. Poorly coordinated and ill-advised attempts to meet all of these demands without adequate provision of resources will cause a serious decline in the quality of the clinical service in paediatric cardiology.
THE FUTURE
The developing internal market will lead to a reduction in the number of acute hospitals. The new training programmes will have a much smaller service component and the hours worked by junior staff will be curtailed further. All these changes will greatly alter the pattern of delivery of specialist cardiac care.
The mergers of specialist services in London recommended in the Tomlinson review are likely to be followed by similar moves in other major metropolitan areas. Predictions and decisions may, however, become more difficult because the infrastructure for strategic planning has been largely dismantled by central government as part of its policy relating to the internal market reforms. We hope for a measured pace of change so that necessary adjustments can be made without compromising either the standards of care of patients with cardiac disease or the research and development that is so important to the future of our specialty.
Monitoring is a prerequisite if change is to be accomplished with benefits that outweigh the damage that can so readily occur. It is needed particularly in relation to medical staffing and trainee numbers: errors made in haste as a result of faulty assessments and inadequate data may not be amenable to early correction. We have a duty to advise and a reasonable expectation that our advice will influence future management decisions. The regular surveys conducted by the British Cardiac Society in association with the Royal College of Physicians provide an invaluable resource of sound data and will undoubtedly be needed every year in the foreseeable future.
